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We present two case reports ofbenign testicular
epidermoid cysts, along with a review of the
literature. This rare cause of intra-testicular
swellinghasoftenbeentreatedbyorchiectomyin
the past. Evidence in the literature suggests a
more conservative approach can be adopted
safely, provided certain diagnostic criteria are
observed.
CASE 1
A 24-year-old man presented with a painless
2 cmnodule inthelowerpoleofhisrighttesticle.
Ultrasonography revealed a hypoechoic intra-
testicular circumscribed lesion with normal
surrounding parenchyma. The levels of serum
testicular markers human chorionic gonado-
trophin(HCG)andalpha-fetoproteinwerenormal.
Inguinal testicular exploration revealed a solid
intra-testicular lesion. On opening the tunica
albugineaa 1 cmsolidlesionwithcalcificexterior
waseasilyenucleated, leavinganormaltesticular
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Fig 1. Testis with non infiltrating intrateticular lesion
visible on opening the tunica albuginea.
Fig 2. Epidermoid cyst after simple enucleation.
parenchymal bed. The lesion contained yellow-
white keratinous debris. The tunica was closed
with preservation ofthe testicle. Histopathology
confirmed a benign epidermoid cyst and the
patient remained well at one year follow-up.
(Figures 1 and 2).
CASE 2
A 23-year-old man presented with a painless
1 cm swelling in his right testicle. Ultra-
sonography showed a round 1 cm solid intra-
testicular lesion with a hypoechoic centre and
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hyperechoic margin. The rest of the testis was
normal. Serum markers, HCG and alpha-
fetoprotein, were normal. Inguinal testicular
explorationrevealedasolidintra-testicularlesion.
A wedge resection of the lesion with a rim of
surrounding parenchyma was analysed; features
were in keeping with a benign epidermoid cyst.
The testicle was preserved and postoperative
paraffin sections confirmed the presumptive
diagnosis. Thepatientwaswellatoneyearfollow-
up.
DISCUSSION
Epidermoidcysts areararecauseofbenign intra-
testicular swelling. Dockerty and Priestley' first
clearly described them in 1942, as benign
epidermoid cysts in a normal testis. Since then
approximately 300 cases have been reported as
small series or retrospective literature reviews.
Due to the concern aboutthe malignant potential
ofintra-testiculartumours, radical surgery is still
carried out by many. Price et al 2 found 84% (58
outof69)underwentorchiectomy intheirreview.
Thisisdisturbingforabenignconditionofyoung
adults. We present the available evidence and
advocate what is a safe, yet still conservative,
treatment for these lesions.
The World Health Organisation classifies
epidermoid cysts of the testis as a "tumour-like
lesion", and there remains debate as to the true
histological origin ofthis lesion. Previously they
werebelievedtobemonodermalteratomas, butif
so this would suggest they should be found in
association with testicular intraepithelial
neoplasia (TIN or carcinoma in situ) as with 70-
100% of other testicular tumours of germ cell
origin, Jacobsen etal I andLoy etal.4Thisinturn
would suggest they should have a malignant
potential as TIN invariably progresses to germ
cell tumour (GCT), Skakkebaek et al.5 Two
independent series by Jacobsen et al3 and
Dieckmann et al,6 have shown no evidence of
TIN in association with epidermoid cyst by
immunohistological stainingforplacentalalkaline
phosphatase, in acombined retrospective review
of 163 cases of true epidermoid cyst. The few
isolated reports of disseminated GCT in
association with epidermoid cyst have all been
due to burnt-out or missed coexistent primary
GCT in the testicle. Therefore their indolent
benign behaviour, and their propensity to occur
in other systems not of germ cell origin would
suggest another origin not yet proven.
The Mayo Clinic Series and combined literature
review, Malek et al,7 would suggest these cysts
are usually solitary, painless, and have a slight
propensity for the right side (54% of 154). They
havenotbeenreportedinnegroidraces; theytend
to present at between 20 and 40 years ofage, but
have been diagnosed in utero.8 Dieckman et al 6
found their relative incidence to be 2.1%, and
Malek et al I 1%, in relation to testicular germ
cell tumours.
Clinically they are impossible to differentiate
from sinister intra-testicular lesions. This has
prompted a radical approach in the past with
inguinal orchiectomy. Theyhave acharacteristic
if not pathognomonic appearance on
ultrasonography: acircumscribedintra-testicular
lesion with hypoechoic interior and hyperechoic
margin, sometimes calcific, with a normal
surroundingparenchyma. Tumourmarkershuman
chorionic gonadotrophin and alpha-fetoprotein
must also be normal. On inguinal testicular
exploration they should be found to be
intratesticular but not invading tunica or
surrounding parenchyma. They are typically in
the region of 1-3 cm often with a calcific capsule
containing keratinised debris. Price et al,2
suggested pathological criteria for epidermoid
cyst: (1) the lesion is a cyst located within the
parenchyma of the testis; (2) the lumen is filled
by keratinised debris; (3) the wall of the cyst is
composed of fibrous tissue plus or minus lining
squamous epithelium; (4) no teratomatous or
dermal adenexal elements are present.
Treatment is invariably surgical both to confirm
the diagnosis histologically and to remove the
cyst. Inthepastradicalinguinalorchiectomywas
carried out due to poor knowledge or
understanding of the benign nature of the
condition, Priceetal2reported84% orchiectomy
rate in their review. However, in the recent past
more conservative enucleation and segmental
resectionhavealsobeenused, withoutassociated
recurrence or mortality. Despite clinical,
ultrasonic, and serum markerevidence ofbenign
disease diagnosis can only be confirmed
histologically. Therefore an inguinal testicular
exploration is advocated in keeping with
indeterminate cancer risk. A frozen section
examination can be carried out during the
operation to support the diagnosis, but paraffin
section is to be preferred for confirmation. With
conservative surgery a rim of testicular
parenchyma should be taken at wedge resection
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toruleoutTINbyimmunological staining. Inour
ownpracticewechangedfromsimpleenucleation
with the first patient to conservative segmental
resection with intra-operative frozen section in
the second.
With increased awareness, it is possible to carry
out a safe testicle-conserving operation without
disregarding the principles of cancer surgery,
bearing in mind that, although less common,
benign intra-testicular lesions do occur. The
indolent clinical presentation, characteristic
ultrasonography, and normal tumour markers
suggestbenign disease. Theuseoffrozen section
along with characteristic appearances ofthe cyst
and contents will allow intra-operative
reassurance. We would agree with Dieckman et
al 6 that a rim of parenchyma should be sent to
test for TIN. Ifthere are any suspicious features,
scars or coexisting lesions however, cancer
principles and appropriate orchiectomy must be
carried out.
REFERENCES
1. Dockerty M B, Priestley J T. Dermoid cysts of the
testis. Urology 1942; 48: 392-400.
2. Price J B jr. Epidermoid cysts ofthe testis: a clinical
andpathologic analysis of69 cases fromthetesticular
tumour registry. Urology 1969; 102: 708-13.
3. Jacobsen G K, Henriksen 0 B, von der Maase H.
Carcinoma in situ of the testicular tissue adjacent to
malignant germ cell tumours: a study of 105 cases.
Cancer 1981; 47: 2660-2.
4. Loy V, Wigand I, Dieckmann K-P. Incidence and
distribution ofcarcinoma in situ in testes removed for
germ cell tumour: possible inadequacy of random
testicular biopsy in detecting the condition.
Histopathology 1990; 16: 198-200.
5. Skakkebaek N E, Berthelsen J G, Giwercman A,
Muller J. Carcinoma in situ of the testis: possible
origin from gonocytes and precursor of all types of
germcelltumoursexceptspermatocytoma. IntJAndrol
1987; 10: 19-28.
6. Dieckmann K-P, Loy V. Epidermoid cystofthetestis:
a review of clinical and histogenetic considerations.
Br J Urol 1994; 73: 436-41.
7. Malek R S, Rosen J S, Farrow G M. Epidermoid cyst
ofthe testis: acritical analysis. BrJ Urol 1986; 58: 55-9.
8. Masur Y, Steffens J. Organ preserving surgery for
testicular epidermoid cyst in the newborn infant.
UrologeA 1997; 36: 259-61.
©) The Ulster Medical Society, 1998.